The research questions guiding the environmental scan and the search strategy are described in detail in the attached appendix. The components of the annotated bibliography below (with citations of sources) are grouped into topic areas with main points relevant to the proposal review outlined below.
 From 2009 to 2011, the number of hospitalists increased 22.9%, increasing much faster than the total physician population, which grew by 7.1%. If the rate continues, hospitalists trained in primary care specialties will serve as attending physicians for half of Medicare's medical admissions by 2017.
 The authors aimed to characterize the prevalence of deficits in communication and information transfer at hospital discharge and to identify interventions to improve communication and coordination. Authors selected observational studies investigating communication and information transfer at hospital discharge (n=55) and controlled studies evaluating the efficacy of interventions to improve information transfer (n=18).  Only 3% of primary care physicians (PCP) reported being involved in discussions with hospital physicians about discharge, and only 17% to 20% reported always being notified about discharges.  The availability of a discharge summary at the first post discharge visit with the PCP was low (12%-34%) and remained poor at 4 weeks after discharge (51%-77%). Approximately 11% of discharge letters and 25% of discharge summaries never reached the PCP.  Audits of hospital discharge documents demonstrated frequent lack of important details previously agreed upon between the hospital physician and the PCP, as well as other missing administrative and medical information.
Association of Continuity of Care and Care Coordination on Patients with Chronic Diseases
The CCP-PM's main patient eligibility requirement is for patients to have had at least 1 hospitalization in the 12 months prior to enrollment. The submitters acknowledge there are other risk factors that could be used to determine risk of hospitalization and advises CMS to suggest other risk factors. Regardless of risk, however, preventable hospitalizations are common among older adults, particularly among those with chronic illnesses. Studies suggest that particular chronic diseases are viable indicators of high-risk of hospitalization and could be used to identify patients and determine the effectiveness of programs aiming to improve continuity of care. and readmission. Conclusions suggest continuity with a patient's PCP or pulmonologist after an acute hospitalization may lower rates of ER visits and readmission in patients with COPD.  The 30-day rates of post discharge ER visits in patients with follow-up with their PCP or pulmonologist was 21.7% compared with 26.3% in those with no post discharge follow-up. The 30-day readmission rates in patients with follow-up were 18.9% compared with 21.4% in those with no follow-up.  COPD (24.1%), pneumonia or respiratory infection (12.9%), and heart failure (7.3%) were the top reasons for readmission. 
Rehospitalizations among Patients in the

Key Points
 About 19.6% of Medicare beneficiaries discharged from the hospital were rehospitalized within 30-days and 34% we rehospitalized within 90-days.  There was no bill associated with an outpatient visit for 50.1% of the patients who were rehospitalized within 30 days after discharge and for 52% of those who were rehospitalized for heart failure within 30 days after discharge.  Five medical conditions (heart failure, pneumonia, COPD, psychoses, and GI problems) and five surgical conditions (cardiac stent placement, other vascular surgery, major hip or knee surgery, other hip or femur surgery and major bowel surgery) were associated with the largest number of rehospitalizations.  The relative risk of rehospitalization within 30-days after discharge was most influenced by the patient's diagnosis-related group, the number of previous hospitalizations, and the length of stay.
Current Hospitalists Payment and Compensation
A new hospitalist specialty code C6 was implemented in late 2016 as a result of lobbying by the Society of Hospital Medicine who claimed that the quality indicators and compensation rates for nonhospitalists of the same specialty were not appropriate for the hospitalists. The inpatient population tends to be more complex compared to the general outpatient population and many quality indicators may not be applicable to hospital-based care, such as preventive care focused metrics.
Medscape Hospitalist Compensation Report 2017
This report describes the earnings, productivity statistics, and career satisfaction of these subspecialists. https://www.medscape.com/slideshow/compensation-2017-hospitalist-6008860
Key points  Internal medicine and pediatric hospitalists comprise the majority of hospitalists-physicians who practice inpatient medicine.  Hospitalists of primary care specialties earn higher compensation compared to outpatient providers. For other specialties, hospitalists may earn less, the same or more.
Payment and Costs of Care Coordination and Continuity of Care
Association of Continuity of Care and Care Coordination on Payment and Costs
The CCP-PM states that participating physicians will receive payments ranging between $10-40 PBPM payable at the end of each year. The payments would be included in the total cost of care. The submitters estimate Medicare savings of more than $10 billion annually if scaled nationally.
 The caseload of care coordinators for half of the 15 programs ranged between 40 and 70 patients.  CMS paid each program a negotiated fixed fee ranging from $80 to $444 per member per month, with an average of $225. Actual amounts paid to programs over the follow-up period ranged from $60 to $270 per member per month, with an average of $164.  Two of the 15 programs showed statistically significant differences in hospitalizations between treatment and control groups (Mercy and the Charlestown program).  None of the programs reduced regular Medicare expenditures. Two of the 15 programs showed reduction in costs, but were not statistically significant (Health Quality Partners 5 and Mercy).
 Findings conclude that viable care coordination programs with a strong transitional care component are unlikely to yield new Medicare savings. Programs with substantial in-person contact that target moderate to severe patients can be cost-neutral and improve some aspects of care.
EVALUATION OF SIMILAR MODELS ADDRESSING PAYMENT, COST, AND QUALITY OF CARE
As evidence of effectiveness, UCM alludes to findings from their HCIA round-one awarded Comprehensive Care Physician (CCP) Program, the program on which CCP-PM is based. The findings, as stated in the proposal, suggest the CCP program yields significant improvements in patient satisfaction and health outcomes and reduces costs to Medicare by about $3,000 per patient per year, potentially producing savings of more than $10 billion annually if scaled nationally. In the room with me, we have Sally Stearns and 7
Audrey McDowell, who are learning sort of the PRT process, 8 and then also on the call, we have Jenn Tran-Kiem from SSS. 9
And also, Jennie, I don't know your last name, 10 but she's the person that is going to be doing the 11 transcription for this, and so I think for her benefit, 12 it's helpful if we try to state our names when we are 13 making comments, although I think Tim, Paul, Kavita, and 14
Ryan all have fairly distinct voices, so hopefully that 15 will help, help in the process. is to --for the PTAC Committee is to actually just kind of 23 do what we're doing, go through aspects of the proposal, 24 speak to the submitter, talk to clinical experts such as 1 yourself. We're not looking for you to be a particular 2 payment model expert. In fact, our goal is to actually 3 understand because you are living at the intersection of 4 the kind of policy finance and the practicality of things 5 like this. So we really want you to wear your practical 6 clinical leader hat in having this conversation, and our 7 Preliminary Review Team is trying to understand, as we've 8 pointed out in some of the questions, aspects around 9 practicality, feasibility. 10
And then, of course, if you do have, you know, 11 because of --we have --I personally have looked at your 12 C.V. I don't think Paul and Tim have had the benefit of 13 looking at it, but knowing that you also have kind of a 14 background in health services research and some other 15 interests, it would be obviously nice to hear some of your 16 opinions in other places around this proposal. But our 17 goal really is to kind of reach out to you in the clinical 18 aspect. 19
Our job then as a Preliminary Review Team is to 20 put together what's called a Preliminary Review Team report 21 that's informed by a number of things, and then that 22 report, along with kind of on-site live interaction, will 23 be presented in front of the entire committee of 11 people 24 at our September meeting in Washington, D.C., at which time 1 through a very public process will actually vote on this 2 proposal. 3 So just to give you a sense of like where this 4 fits, you know, kind of in the bigger picture, hopefully 5 that gives you some context. 6
And so, with that, we'd love to have --just, you 7 know, briefly kind of introduce yourself, and then also, if 8 possible, kind of diving into the questions. You don't 9 have to take them in any order, but we are, you know, 10 really interested in, again, practicality, feasibility, 11 interest, and how generalizable some of these - Just this week, one of our more experienced associate 22 professors is going up for a full professor, has been in 23 our group for 10-plus years, wrote me out of the blue and 24 said, "Ryan, I wanted to bounce an idea off of you. I'd 1 really like to develop a small panel of patients that I 2 have seen many times in the hospital who I think need 3 additional help after they leave the hospital. For various 4 reasons, they're often not able to make it to their primary 5 care or they need someone who's more familiar with their 6 inpatient struggles," so basically someone within our group 7 in this same week asked me could, you know, they do 8 something like this. So I thought that was an interesting, 9 very spontaneous expression of the appeal of this model. 10 I'll also say that within our group, we have 11 another hospitalist who several years ago developed a 12 program focused on high utilizers, focused on the Hospital 13 of University of Pennsylvania, our biggest hospital, and 14 over --I think it's --she's turning into the third or 15
fourth year of the program. She's garnered a lot of 16 support from the health system and directly from the CEO of 17 the hospital to build this inter-professional team that's 18 led by a hospitalist but also has a full-time nurse, and 19 now we'll be adding a full-time social worker to manage a 20 panel of --it's ever expanding, but it's been relatively 21 small. I want to say they might be approaching 50 patients 22 who are basically in the hospital almost as much as they're 23 out of the hospital. These are folks who have really high 24 acute care utilization and along with that have a lot of 1 complex social, psychosocial, and medical needs. 2 And it's been remarkably effective in reducing 3 utilization and improving outcomes in initially a very 4 small group of patients but now growing, and although it's 5 led by one hospitalist who gets support, sort of relief 6 from clinical duties, to coordinate this, there are now, I 7 think, six, maybe eight hospitalists in our group who agree 8 to take on one or two patients in that panel and be the 9 primary contact, the high-utilizer hospitalist for that 10 patient. And they get a little bit of support for that. 11
But it's all very --it's not tied to a clinical 12 outpatient space or visit, so these patients in the panel, 13 they have the --they're able to contact these 14 hospitalists, and anytime they're submitted to the 15 hospital, that lead hospitalist is informed. The whole 16 team draws up care plans. It's particularly important for 17 patients that have chronic pain or recurrent issues that 18 come up in the hospital. 19
So it's not so much primary care a la, you know, 20 "I'll see you in clinic next afternoon," but it is 21 definitely an overlapping focus on getting patients who 22 need additional help outside of the hospital to stay out of 23 the hospital. 24 So all of that to say I think there are multiple 1 proof points, as Kavita says, within our group, that 2 there's interest in our academic, urban environment where 3 we care for a pretty high-acuity medical and social 4 population. There is interest in models like this. 5
We have not talked about doing CCP here 6 expressly, although I think it's something that would be of 7 great interest to our group. about what someone's cholesterol is and when's the last 1 cancer screening test they've gotten. There's so many 2 demands on primary care docs, and that's sort of one of the 3 things that I think people trade for going to hospital 4 medicine, is not having to manage the gazillion 5 recommendations about every year you get X, Y, and Z, for 6 thinking about sort of joys of being a hospitalist. You 7 get to deal with the acute care problems and ideally make a 8 difference for people who are having something that is 9 treatable and acute without having to do the population 10 management stuff. 11
On the other hand, one of the more frustrating 12 things about hospital medicine practice, and particularly 13 in the environment that we're in here, is that you do see a 14 lot of patients in the hospital who it's very evident the 15 system is failing them. They're just not able to get the 16 care they need, and you're not able to have that experience 17 of fixing their problem or even making really meaningful 18 progress during their hospital stay. 19 I'm on service right now, and I have several 20 patients that fit this bill. And so that is a source of 21 intrinsic frustration. 22 I think if you're talking about hospitals wanting 23 to do this type of work, it's a matter of the tradeoffs, 24 and for some people, picking up more of the primary care 1 duties in exchange for being able to help patients that 2 they --they aren't getting the satisfaction of being able 3 to help during short --relatively short inpatient 4 hospitalizations, that's worth it to a lot of folks, like 5 the guy who emailed me this week and basically proposed 6 doing something like this on his own and like the 7 hospitalists who work with our high-utilizer program. 8
There are, on the other end of the spectrum, some 9
hospitalists who --part of what they like is being able to 10 have a really intense week or two weeks and then being able 11 to completely disengage clinically, and there are hospital 12 medicine, particularly in academic environments, breeds 13 people that wear multiple hats. I'm a good example of 14 this, where I have half of my job is research funded 15 through the NIH and the other half is split between 16 clinical and administrative duties. And for people who 17 aren't full-time clinicians, it's hard for me to imagine 18 how they could do this. 19
But for the majority of our folks who are full-20 time clinical, like I said, there will probably be some in 21 any group who say I want to do pure hospital medicine and 22 be on for a week or two and then off and not worry about 23 all the follow-up, and there's another subset that I think 24 would very happily trade that to have more like a week-in, 1
week-out job where they could be in the hospital in the 2 morning but then see patients who they know in a panel and 3 help progress their overall care in the afternoons, so --4 DR. PATEL: So if you were to start something 5 like this, you would not imagine --Ryan, just since you do 6 actually run the group, you would not imagine trying to 7 kind of, you know, encourage every single hospitalist to 8 participate? It would actually have to probably initially 9 be a match of interests as well as --10 DR. GREYSEN: Yeah. 11 DR. PATEL: --some what you talked about, people 12 who are full-time and could do certain things, but also, 13 you know, really did --having the hospitalist medicine to 14 do more --you know, that blend? 15
DR. GREYSEN: Right. 16
And then --and maybe this dovetails into 17 thinking about sort of broad scalability and is this 18 something --could this become the model, you know, coast 19 to coast, everywhere, you know. I think that there is a 20 role for this everywhere, and I'm willing to be convinced 21 that maybe this could be the new thing where everybody does 22
this. 23
But I think it's --my thinking is this is good 24 for a patient population that has additional needs, and 1 there's a large group of patients out there who I think do 2 fine with just sort of really high-quality primary care, 3 and they may only be hospitalized a few times in their life 4 and don't really need to be in this. 5 I know the screening criteria is hospitalization 6 within the last year, and I agree with the proposal's logic 7 that this is a very big risk factor and great way to screen 8 people, but I think particularly in settings where the 9 patient population isn't quite medically or socially 10 complex as ours, there are a lot of people who just have 11 their one pneumonia and they don't really necessarily need 12 to be in a practice like this. 13
There are also --I think the question later on 14 about patients' hesitancy to leave their primary care if 15 they're happy with it, and if they've been hospitalized 16 once, is that reason enough to leave a good primary 17 practice to join a CCP-type practice? 18 So my feeling is probably not, and I don't think 19 this is a criticism so much as I think this program could 20 occupy a really important space and meet a very important 21 unmet need for a population that does need a different type 22 of model and different type of follow-up. 23
But for a lot of people --and I think about, you 24 know, myself and my immediate family, like, you know, the 1 types of random hospitalizations here to there, but, you 2 know, don't really need to be in a panel like this, I don't 3 think. 4
So for the otherwise healthy or, you know, maybe 5 chronic disease but stably managed, it's harder for me to 6 see the value for those patients, but for a patient 7 population that has multiple hospitalizations --I don't 8 know if that's within one year or multiple hospitalizations 9 over several years --I think the more acute care needs 10 that patients have, the more this type of model makes sense 11 to me. The way --one of the ways we're framing the 23 question is, is the --is the payment model sufficiently 24 flexible to incorporate different approaches to solving the 1 fundamental problem they're trying to solve here? And I 2 just wondered if you could address that, if you understand 3 the question. 4 DR. GREYSEN: Yeah. So is this flexible enough 5 in the payment structure, the way it works, to be able to 6 avoid making it too rigid? And I think probably embedded 7 in that is also a concern, could there be a couple 8 questions about gaming, and would either individual 9 physicians or practices try and game it here. 10 This is not as much my area of strength, given 11 that our group, we don't really have a budget. We're a 12 section but within a division of general internal medicine, 13
and so as such, you know, we get FTEs and staffing. But 14 the billing really goes centrally through our division. So 15 I'm less facile about payment models, other than --what I 16 could say is that here at Penn within general internal 17 medicine, we've recently developed a primary care service 18 line, which has an ACO-like structure. 19 I believe they're part of one or more Medicare 20 incentive and innovation programs that incentivize the 21 practice to do better population management, and so it's a 22 similar sort of scheme where they get kind of capitated 23 payments for a number of patients who are in the panel, 24 regardless of how much utilization they have. So the way 1 to make it financially viable for the group is to reduce --2 to improve their outcomes and reduce their utilization. 3
So I could say that that kind of model was 4 something that the group wanted to do. The physicians 5 within the group were sort of the driving force. It wasn't 6 that the leadership of the group said, "We need to do 7 this." It was more the physicians in the group said, "This 8 is a better way to practice medicine, is take 9 accountability for outcomes and manage a panel of patients 10 to try to reduce utilization and improve their experience." 11 So I know within our division culture here, there 12 is interest both from the front-line providers, the 13 outpatient docs, and from the division leadership to do 14 this type of model. 15
In the hospitalist group, we're not --like I 16 said, both from the leadership perspective, in my position, 17 but also the front-line hospitalist, we're just sort of 18 less aware, I think. It's less in our experience what the 19 costs of care are. 20
We are given targets in terms of RVUs that we try 21 to do some feedback to our physicians around how to do 22 better billing, for notes and things of that nature, but we 23 really don't get much more into than that. 24
My sense is --and I get this from our division 1 chiefs --that --and I've heard this from others and 2 including my boss at UCSF. Bob Wachter is well known for 3 saying that hospitalists might be the only physician group 4 that doesn't earn their keep in terms of professional fees. 5
They're kind of a losing proposition. They don't generate 6
a billing, what they cost in salary and support, and the 7 benefit, what makes them feasible for hospitals is that 8 they provide value in terms of keeping lengths of stay 9 down, reducing in-hospital complications, reducing 10 readmissions. So it's all about value generation and 11 trying to generate savings in other areas rather than 12 paying for the services rendered. the last year or $10 for others, et cetera. I think they 23 might think more along the lines of what is the clinical 24 load, is seeing two to five patients in the morning and 1 then a full panel, which I imagine is probably another five 2 patients in the afternoon in the clinic. Is that more or 3 less work than I'm doing now, and how likely would I be to 4 burn out, given that it's probably going to be a, you know, 5 48-week-a-year job as opposed to doing like 35 or 34 weeks 6 a year inpatient? 7
The classic hospitalist's job description is week 8 on, week off, so 26 weeks we're on service for those 7 days 9 and then 26 weeks where you're just off. But a lot of 10 places have modified that, and so what we do here is we 11 have 34 weeks defined as Monday through Friday, and then 12 it's a variable number of weekends, but typically 14 to 17 13 weekends, which actually winds up being as much or more 14 shifts than you would do if you did a week on, week off for 15 26 weeks a year. But just to put that in perspective, Associates, or CCA, which does contract with CPOP and UPHS. 23
We don't --well, we do have some of those who 24 are hospital medicine. I was just going to say it was all 1 ambulatory, but two of the hospitals in the health system, 2 both primary care and hospitalists are run by CCA. And 3 that group partners with the clinical practices of the 4 University of Pennsylvania, and I think that's an area --5 I've been at some meetings where they're discussing how to 6 bring this all together and create a more integrated 7 system. 8
The health system just recently acquired in 9 January, Princeton University Hospital, and they also have 10 --it's more of a community physician model, rather than 11 employed physician model, so they're trying to figure out 12 how to have these groups all have one governance. And so 13 if we could think of practices at Penn as over supplying --14 well, but think of it almost kind of like concentric 15 circles, and where my group sits is kind of in the bull's 16 eye where University of Pennsylvania is physically located 17 and where the Hospital of the University of Pennsylvania is 18 located. And then there are concentric circles for some of 19 these other hospitals and other physician practices. 20 I do think that this is something that could 21 spread from the inner circle to the other concentric 22 circles. I think it makes the most sense in our practice 23 here in the middle because of our patient population, 24 again, because of the clinical complexity and social, 1 psychosocial complexities that we have here, there is not a 2 general or public hospital in Philadelphia. All of the --3 all of the hospitals share in underserved care, the 4 teaching hospitals in particular, of which there are four 5 major ones. I think a lot of it --and HUP. Our catchment 6 area is West Philadelphia. Temple gets a lot of North 7
Philadelphia. 8
But, any rate, I think this model works really 9 well in that type of environment, and coming out of Chicago 10 is South Chicago I think is similar type of environment to 11 West Philadelphia. And thinking about how this might 12 spread to some of our other hospitals and other practices -13 -so Chester County is one of our other hospitals that's 14 situated about like three miles west of here. It's a 15 smaller community, much more affluent, less of a specialty 16 hospital, so like no transplant programs and some cancer 17 care, but not the same type of tertiary or coronary care 18 that we have here. 19 I do think that they still have --I know that 20 they have patient populations there that are frequently 21 hospitalized, and they may not have as many of them. And 22 they may not be --I don't know. Maybe the most 23 challenging of those patients is, pound for pound, just 24 like ours here, but I sort of imagine that the imagine 1 patient that needs this additional assistance out there 2 might be a little less complicated and therefore might be 3 managed with a little bit less resources. But I'm 4 confident that there is still a need out there. 5 I think if you looked at that practice in Chester 6
County or in Lancaster, which is in --Lancaster, 7
Pennsylvania, is in kind of Amish Country, 50 miles 8 northwest of here, a very different community. I think 9
both in Chester County and Lancaster, there would be some 10 interest in this, but I think the proportion of 11 hospitalists who would want to be in a model like this and 12 the proportion of patients who would benefit I think would 13 be smaller, not to say none, but I think it would be a 14 smaller group. 15
Whereas, in our practice here, I think that --16 I'm trying to imagine, you know, if this were a full-blown, 17 fully scaled, how many people in our practices and how many 18 patients do we have with this --to become like half --I 19 imagine half of our practice does this model and half does 20 the sort of traditional current practice hospital medicine. 21
Maybe. I think we're just starting to get a sense of how 22 deep the need is, but I can say that every time on service, 23 including right now, I'm really overwhelmed with how many 24 patients need more than we can provide in the hospital and 1 have difficulty navigating through the outpatient world 2 they need to get through. 3
And I do feel like it's been accelerating over 4 time. I don't know if in part because of the expansion in 5 our health care systems or we're sort of getting more 6 market share, which is not by accident. The health system 7 is strategically trying to position itself, and so maybe 8 because we're getting more volume, we're getting more of 9 these patients. 10
But if I were to say there is a trend, I think 11
there is more and more need for this that is most easily 12 observed in your inner-city, high-acuity referral hospitals 13 like ours, but I believe also extends to other hospitals in 14 different communities with different patient populations. 15
And I think if one of my counterparts from those 16 hospitals was on the line, they would probably also agree 17 that for them, even though it's proportionately less, I 18 think they would agree that the trend is towards more of 19 these patients that they are seeing as well. what you said, that like you may have already been thinking 14 about it, but that going through this process, you know, 15 depending on the outcome of the process, it could offer a 16 formal structure through kind of, you know, HHS/CMS. But 17 then what we've also found is that even for proposals that 18 go through the process that, you know, HHS hasn't adopted. 19
It's actually encouraged kind of commercial payers as well 20 as others to think about, "Well, where does this fit in?" 21 So I think that --I think that it will be great. 22
You know, I told you we're going to be talking about this 23 in September. So I know that your schedule is pretty full. 24 I would actually encouraging you once our calendar gets set 1 to listen to the portion where we have a discussion, and 2 that's also with the University of Chicago, with the 3 submitters kind of at the table literally. 4 DR. GREYSEN: Cool. 5 DR. PATEL: So I think that you can maybe get a 6 better sense of where this will go because, by that time, 7 our Preliminary Review Team will have done some work, and 8 then we will have the benefit of the full committee's 9 discussion. But you're correct that like PTAC was set up 10 to allow for an idea that like your colleague called you 11 about that may not have been, quote, labeled CCP but fits 12 into this framework. This process is intended to allow for 13 these ideas to come to fruition in some form through kind 14 of the HHS process, and that's traditionally been through 15 even between now and then, we might have some internal 10 discussions about what this looks like, if we do something 11 like this. And I think the sort of challenge is that our 12 group and others might face in just sort of deciding we 13 want to do this on our own, what they did at Vanderbilt, is 14 figuring out in trying this out, there's probably going to 15 be some inefficiencies, almost definitely less --well, 16 less of RVUs or otherwise keeping up revenues as you adapt 17 to a new model, and so needing to have either some support 18 within the system, some permission to underperform in terms 19 of the revenue or otherwise have some support to kind of 20 experiment with this. And so I think to the extent CMS 21 decides ultimately this is something worth promulgating, I 22 think helping places figure out how do they do that, either 23 where they discover the resources to do it or providing 24 some start-up. 1 And the last thought I had was just about --I 2 mentioned this earlier --that I know it is a physician 3 payment model, but our experience with the high-utilizer 4 program here is that --and I'm sure this is the case and 5 others as well --that a lot of the heavy lifting and 6 difference making is done by the inter-professional team, 7 social work, case management, nurses. So I think it does 8 need to have a physician --reorganization of physician 9 payment to get docs to practice differently, but I wonder 10 if ultimately the success of these sort of things depends 11 on the team that you build around it. who are eligible for this and probably --I don't know --a 5 third or two-thirds of that group, so maybe 10 to 20 6 percent of the total population that I think would be where 7 I would focus in terms of maximum benefit. That that other 8 third --or I'm kind of dividing the --thinking a rough 9 estimate of a third of all Medicare patients would just 10 inflate. Let's say a third of them are readmitted in a 11
year and then separating that into, you know, let's make 12 that into three piles, one that's admitted a lot, one 13 that's admitted more than once, and --let's do --now I'm 14 getting too complicated. 15
Within that 30 percent, I think a portion of them 16 would benefit a lot and a portion of them probably not that 17 much, but in any case, probably south of 30 percent, so 18 maybe 10 to 20 percent of the entire Medicare population 19 that might in a maximum scaled-up national version of this 20 benefit from this kind of program. 21
That's just my quick and dirty math off the top 22 of my head, and I would further hazard that within that, 23 it's probably the 5 to 10 percent who are, you know --24 DR. JAIN: Mm-hmm. 1 DR. GREYSEN: --just a disproportionate amount 2 of utilization that benefit the most. 3
There's probably some population that is getting 4 readmitted a lot that doesn't benefit from this because 5 they might be --they're probably more appropriate for 6 palliative or, you know, some other programs, because at 7 some point, you probably become too sick for this program. 8
So maybe you're aiming at the sweet spot of patients that 9 are too sick to be optimally managed in just a small but 10 your outpatient doc kind of way, but not so sick that, you 11 know, they're sort of trending more palliative or have more 12 --would require more of this program than it's designed to 13 do. 14 DR. PATEL: Right. Great. 15
Ryan, I really appreciate it. This is Kavita. I 16 thank you so much. If we have anything to follow up on, 17
we'll reach out to you, but --and vice versa. If you have 18 any thoughts, please reach out as well and just again an 19 appreciation for all the insights from various 20 perspectives. 
